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Objectives:  To  assess  the quality  of  ORL  training  in  France  and  hierarchical  relationships,  working  condi-
tions and  quality  of  life,  based  on  a questionnaire  answered  by ORL  residents  and  fellows.
Material  and methods:  The  anonymous  questionnaire  covered  the  following  topics  (106  questions):  struc-
ture of  training,  supervision  by superiors,  involvement  in teaching  medical  students,  work  for  publication,
working  conditions,  quality  of  life  and  practical  and  surgical  skills.
Results:  One  hundred  and  seventeen  questionnaires  were  included,  with  56%  female  respondents  and
78%  resident  respondents.  A total  of  80%  of respondents  would  choose  the  same  training  again,  with
overall  satisfaction  of 70%. In total,  71%  felt appreciated,  with  responsibilities  matching  their  level  of
training  (85%).  Supervisors  were  supportive  (85%)  and  showed  good  teaching  ability  (92%).  Residents
were  mainly  guided  by  fellows  (70%),  or consultants  (60%).  Providing  good  training  was  an  important  aim
for  the  training  structures  (78%).  Respondents  worked  11 hours  per  day,  with  a median  of  4  duties  per
month;  the  post-duty  rest-day  was  fully  respected  in the  case  of  38% of  respondents.  Surgical  procedures
were  taught  and  delegated  step  by  step,  shared  fairly  between  residents,  in a large  majority  of  cases.
Training  progression  was  in  line  with  seniority.
Conclusions:  Overall  satisfaction,  quality  and supervision  of ORL  training  were  good in France.  There
remain  geographical  differences  in  terms  of  theoretical  and  surgical  training.. Introduction
Physicians’ well-being, working conditions and atmosphere as
ell as satisfaction impact the quality of patient care [1,2].
The present study assessed satisfaction with otorhinolaryngo-
ogy (ORL) training in France. It was based on a questionnaire,
ddressed to ORL residents and fellows, concerning overall satis-
action, assessment of theoretical and practical training, acquisition
f medical and surgical competencies, supervision, working condi-
ions and quality of life.
. Material and method
A prospective multicenter study was conducted in the hôpi-
al intercommunal de Créteil (France), in collaboration with the
harité-Universitätsmedizin Berlin Hospital (Benjamin Franklin
ampus) (Germany) for questionnaire construction and study
tart-up.
∗ Corresponding author.
http://dx.doi.org/10.1016/j.anorl.2015.08.005
879-7296/© 2015 Elsevier Masson SAS. All rights reserved.© 2015  Elsevier  Masson  SAS.  All  rights  reserved.
Questionnaires were e-mailed to ORL residents and fellows
throughout France, with a homogeneous geographic distribution,
accompanied by an explanatory letter, or else handed out at con-
gresses (Franco-German Meeting, Essen (Germany), June 2012; ORL
meeting, “Assises ORL de Nice”, Nice (France), January 2013). They
were ﬁlled out and returned anonymously to the investigator by
e-mail or mail or by hand at the congress. Inclusion was between
June 2012 and May  2013.
2.1. Questionnaire
The questionnaire comprised 106 questions (see Appendix A).
Eleven topics were covered:
• contribution of present training structure to the development of
professional competencies;• supervision by superiors and working environment;
• structure of training;
• theoretical, in-service and complementary training;
• involvement in teaching medical students;
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into account in the choice of subject. Twenty-two percent were
able to carry out scientiﬁc research during working hours. Forty-
nine percent had contributed to a scientiﬁc publication and 66% had28 N. Oker et al. / European Annals of Otorhinolary
work for publication;
career plan and possibilities for advancement;
working conditions and quality of life;
practical and surgical ORL competencies;
personal questions;
overall assessment of ORL residency.
Most items (n = 77) comprised 4 types of closed scale-type
uestions with graduated responses (e.g., “no/rather not/rather
es/yes”). There were 11 visual analog scales (0–10 points). The
ther items required “yes/no” responses or were demographic or
ersonal questions (open numeric or textual response).
Demographic data and responses were described as frequencies
r percentages. To simplify analysis, responses were counted as
ither positive (“yes/rather yes”) or negative (“no/rather not”).
Questionnaire distribution and analysis were strictly
nonymized. The study received approval and support in 2013
rom the French ORL Teachers’ College (Collège des Enseignants
’ORL: president, Pr E. Reyt) and from Pr A. Coste, coordinator of
he ORL postgraduate degree course for the Île-de-France region
f France.
. Results
.1. General questions
In total, 117 responses were included, anonymously, out of some
50 questionnaires distributed in France (response rate: 46.8%).
eplies were by e-mail in 31.6% of cases, mail in 25.6% and directly
n congress in 42.7%. A total of 78% of respondents were ORL resi-
ents (mean age: 27.8 years; 54% female); the other 22% were
ellows in ORL (mean age: 31.7 years; 65.4% female). Overall mean
ge was 28.9 years, with 56% female. About 80.3% of respondents
ere working in university hospitals, and 19.7% in inter-regional,
egional or private-sector hospitals. Forty-two percent were work-
ng in the Paris area (Île-de-France region) and 58% elsewhere in
rance. All were working full-time. About 29% had their medical
hesis (including fellows, and residents at end of residency). The
edian level of medical studies was 4th year. The median level of
RL specialty training, counting from the national ranking exam
Examen National Classant) was 3.7 years for residents and 6.7
ears for fellows. Respondents had worked in a mean 5 depart-
ents during their residency. The vast majority (97%) had spent
emesters outside of the ORL specialty during their residency, in
ine with the ORL course program (the exceptions being residents in
he early part of their residency, and foreign residents). Only a small
inority (2.5%) had done their medical studies outside France.
.2. Contribution of the present training structure to the
evelopment of professional competencies
Respondents scored their overall satisfaction at a median 7
oints (out of 10). Eighty percent would choose the same training
gain. In total, 84.6% considered that the responsibilities entrusted
o them matched their level of training; 71% felt themselves to be
ully considered as co-workers. Eighty-ﬁve percent found that their
uperiors helped them with the difﬁculties encountered at work;
4% thought their superiors took care to promote team spirit, 57%
hat their superiors promoted good work organization, and 42%
hat they helped resolve conﬂicts.
.3. Supervision by superiors and work atmosphereDuring practical training, residents were mainly supervised by
ellows (median 8; mean 7 points out of 10), followed by consul-
ants (with or without university post) (median, 6) and by residentsy, Head and Neck diseases 132 (2015) 327–332
with greater seniority (median, 5), with less involvement on the
part of heads of department (median, 4). About 76% mentioned
that there was  no single senior physician designated as tutor to
supervise their training. A total of 78.6% considered that provid-
ing good quality training was  treated as an important objective in
their present training center. In total, 92% considered that those
in charge of their training had the required teaching skills; 85%
thought they took the time to explain points the residents may
not have understood and 86% that they provided critical feed-
back. About 55% found that good professional performance was
recognized.
3.4. Training structure
In 90% of cases, the ORL training could be completed in 5 years.
All residents in training conﬁrmed that they would present or had
presented a postgraduate ORL dissertation (DES: diploma of spe-
cialist study) at the end of their residency. There were considerable
geographical differences in terms of in-training examinations: 46%
sat examinations during and at the end of residency. About 42%
considered that each year of training had well-deﬁned objectives
for theoretical acquisition and 84% considered that objectives for
surgical technique were well-deﬁned. Seventy-one percent consid-
ered that surgical procedures were taught step by step and 82% that
they were entrusted with surgery step by step. Sixty-six percent
reported that trainees were allowed to continue an operation after
the supervising surgeon had dealt with a difﬁcult step. Sixty-eight
percent considered that there was a system for sharing surgical
experience fairly between trainees, and 79% denied that permission
to operate or not was  given as a penalty or by favoritism.
3.5. Theoretical, in-service and complementary training
In 84% of departments, ORL physicians could take comple-
mentary courses out of working hours: university diplomas (DU),
interuniversity diplomas (DIU) and seminars. Regular staff meet-
ings were held in 84% of departments, which 76% of respondents
felt helped them to progress and to which 68% contributed actively.
Social, psychological and medical aspects were taught according
to 79% of respondents. In 64% of departments, treatments and
diagnostic procedures were discussed on the basis of recent publi-
cations.
3.6. Contribution to teaching medical students
Sixty-six percent of respondents were involved in teaching med-
ical students; 81% provided practical and clinical supervision; 43%
gave theory classes.
3.7. Work for publication
Thirty-seven percent of respondents said they had learned to
critically assess fundamental scientiﬁc publications, as did 49% for
clinical publications. Eighty-seven percent were able to contribute
to a scientiﬁc publication, with guidance and support in 60% of
cases. For 63% of them, their own centers of interest had been takenhold an oral presentation at a congress. Forty-four percent hoped
to take or had already taken a year for research. Research activity
in the center was  graded 5, on a scale from 0 (tiresome obligation)
to 10 (performed enthusiastically).
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.8. Career plan and possibilities for advancement
Fifty-six percent of respondents as a whole (36% of residents
nd 77% of fellows) considered they had attractive prospects at the
nd of residency; 56% of residents thought it possible to become
 fellow. Seventeen percent of respondents (15% of residents and
3% of fellows) thought they had a chance of a university career. A
otal of 53% (52% of residents and 54% of fellows) wished to set up
n private practice.
.9. Working conditions and quality of life
Respondents reported working a median 11 hours per day at
he hospital, including 1 hour of administrative activity, 1.5 hours
f medical documentation concerning patients and 7 hours in direct
ontact with patients. Respondents performed a median 4 night or
eekend duties per month, with the compensatory rest day being
ully respected in 38% of cases. Seventy-four percent were able to
o the work required during their contractual working hours, and
6% were able to follow in-service training in contractual working
ours.
A total of 24% of respondents (18% of residents and 42% fellows)
ere satisﬁed with their pay; 94% considered it did not match their
orkload (partial match for 7%: 5.5% of residents and 11.5% of fel-
ows). Overtime was paid in 1.7% of cases (0% of residents and 7.7%
f fellows). About 41% had worked as replacement of an ENT doctor
n his/her private ofﬁce.
In total, 14.5% of respondents reported possibilities for part-time
ork in their center. None of the residents could, at this point in
heir training, opt for part-time work without this being penalizing.
ven so, 65% of respondents thought part-time work would make
t easier to balance private and working life.
.10. Residents’ practical and surgical competencies
The practical and surgical competencies of the 91 residents were
nalyzed according to year of training (Table 1). This revealed a real
verall progression in acquisition with training.
.11. Overall assessment of ORL residency
On a 0–10 scale, respondents graded the compatibility of private
nd working life at 4.5. Compatibility between hospital routine and
esearch was graded 3. Overall satisfaction with working conditions
as graded 6.
.11.1. Free comments
In their free comments, respondents wished for improvements
n theoretical education: more anatomy and cadaver dissection,
ore basic courses (e.g., audiometry, vestibular exploration, basic
urgery, etc.), courses better adapted to seniority, regular test-
ng, easier attendance at courses, and ﬁnally inclusion of the “DU”
niversity diploma within the “DES” specialty degree and ﬁnan-
ial help toward the university and interuniversity diplomas. They
ould have liked there to be a mandatory resident’s logbook
etting out objectives to harmonize training across the various
lacements. Mobility should be encouraged, with easier residency
xchanges within and between regions and abroad. Placements in
rivate-sector hospitals and private ofﬁces of ENT doctors would
e welcome. Professional career projects should be better tailored
o the individual’s objectives, with a senior supervisor providing
egular debrieﬁng. Regarding quality of life, failure to respect rest
ays after night and weekend duties, the impossibility of part-time
ork and low pay were repeatedly highlighted.y, Head and Neck diseases 132 (2015) 327–332 329
4. Discussion
Many studies from the English-speaking world have focused on
future physicians’ satisfaction with surgery training [3,4], assess-
ment of trainers [5], working conditions and the impact of working
hours [2,6], demographics (including for ORL specialists) [7,8],
career plans [3,9] and future prospects [10], as well as burnout
[1,11]. In Europe, nationwide survey pilot studies in Switzerland
[12] and Germany [13] investigated training satisfaction and qual-
ity in young physicians of all specialties.
Few studies focused speciﬁcally on ORL training. A large-scale
(n = 684) American study in 2005 demonstrated a high rate of
burnout in ORL residents, with greater prevalence than in other
specialties: 10% of residents showed major, 76% moderate and 14%
minor burnout. The associated factor was  working hours, especially
in female residents, independently of seniority [11].
In 1997, an American survey investigated ORL residency training
(n = 128) [14]. The mean working week was 61 hours, two-thirds of
which in direct contact with patients. The main research resources
were found within the department. Most respondents were satis-
ﬁed with their work, although a quarter were considering quitting
the hospital before the end of the year. The main motivation for a
university hospital career was a wish to teach. Comments focused
mainly on better training, notably with regard to research, and
more time devoted to research, and also better deﬁnition between
university hospital and private practice career plans.
Two  American demographic studies, in 2000 and 2004 [7,8],
reported satisfactory numbers of ORL physicians, but with a
decrease with respect to the increasing population. Daily practice
still focused on head and neck pathology, but with a tendency
to broaden into ﬁelds such as allergology [8]. The specialty was
strongly impacted by technological progress. Recently, in 2012 [15],
an analysis of future ORL demographics in the USA forecast a fall in
the number of practicing ORL physicians with respect to demand.
Proposals were put forward: shortening the residency from 5 to 4
years, increasing the number of residencies and greater paramedi-
cal support.
However, there have been no surveys of ORL training focusing on
training as a whole, including training structure, supervision, teach-
ing of medical students, work for publication, working conditions,
quality of life and self-assessed practical and surgical competencies.
ORL demographics in France in 2012 showed 2788 practicing
ORL physicians, in whatever kind of practice: 2205 male, 583 female
[16]. There were great geographical differences in regional concen-
tration. In terms of kind of practice, 1368 were in private practice,
636 in salaried work and 783 in mixed practice. In young ORL physi-
cians, however, there was a predominance (85.37%) of salaried
work [16]. In a 2009 survey of young ORL physicians’ objectives
by the French society of ORL [17], group practice was  the most
popular form (86%) for those intending to work in private or mixed
practice (39% of respondents), and the most popular locations were
university towns (55%) or the capitals of local government areas
(départements) (29%). An average 60 to 70 residents were trained
per year in France. The total number of residents in training is esti-
mated to be between 300 and 350, 25% of whom are in the Paris
region (Île-de-France) and 55–65% of whom are female.
ORL residency is organized by the French College of ORL and
Head and Neck Surgery Teachers. The program (updated in Novem-
ber 2009) focuses on two  themes: 300 hours of theoretical courses,
and 7 semesters of ORL practice in at least two ORL  departments,
including 1 in an ORL functional exploration department. The other
3 semesters are spent in other specialties, including at least two
surgery departments of one sort or another.
The present study found a high level of satisfaction with ORL
training in France, and with the quality of teaching and supervi-
sion. Respondents had a good opinion of their superiors in terms
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Table 1
Competencies of the 91 French ORL residents according to year of training.
Year of training 1st 2nd 3rd 4th 5th
Number of questionnaires (for 91 residents) 4 12 24 22 29
Clinical examination, technical acts and complementary examinations (%)
Audiometry Never
Assisting
Supervised
Alone
25
0
25
50
16.6
16.6
25
41.6
4.2
4.2
4.2
87.5
9
4.5
13.6
72.7
0
0
3.4
96.6
Caloric testing Never
Assisting
Supervised
Alone
50
25
0
25
50
16.6
16.6
16.6
37.5
4.2
16.6
41.6
27.3
4.5
13.6
54.5
20.7
0
24.1
55.2
Videonystagmoscopy Never
Assisting
Supervised
Alone
75
0
0
25
50
25
8.3
16.6
33.3
8.3
16.6
41.6
13.6
4.5
13.6
68.8
10.3
3.4
17.2
68.9
Head and neck ultrasound scan Never
Assisting
Supervised
Alone
100
0
0
0
100
0
0
0
79.1
8.3
12.5
0
95.4
4.5
0
0
96.6
3.4
0
0
Local and regional anesthesia Never
Assisting
Supervised
Alone
0
0
25
75
33.3
0
8.3
58.3
4.2
8.3
8.3
79.1
0
9
13.6
77.3
3.4
3.4
10.3
82.8
Peripheral venous line/blood sample Never
Assisting
Supervised
Alone
25
0
50
25
16.3
0
8.3
75
16.6
0
4.2
79.1
22.7
4.5
22.7
50
13.8
13.8
24.1
48.3
Selected surgical procedures (%)
Otology
Myringoplasty Never
Assisting
Supervised
Alone
50
50
0
0
25
41.6
33.3
0
8.3
37.5
41.6
12.5
4.5
16.6
60.9
13.6
0
0
55.2
44.8
Temporal bone dissection Never
Assisting
Supervised
Alone
25
50
25
0
41.6
33.3
25
0
12.5
29.1
37.5
20.8
0
22.7
59
18.2
3.4
3.4
58.6
34.5
Rhinology
Septoplasty Never
Assisting
Supervised
Alone
25
50
25
0
33.3
16.6
50
0
4.2
12.5
58.3
25
13.6
18.2
43.5
22.7
0
10.3
58.6
31
Endonasal endoscopic surgery Never
Assisting
Supervised
Alone
50
0
50
0
25
33.3
33.3
8.3
0
12.5
62.5
25
0
13.6
59
27.3
0
3.4
72.4
24.1
Rhinoplasty Never
Assisting
Supervised
Alone
75
25
0
0
41.6
50
8.3
0
8.3
66.6
25
0
13.6
50
36.3
0
3.4
51.7
37.9
6.9
Low-difﬁculty reconstruction of skin grafts Never
Assisting
Supervised
Alone
50
25
25
0
50
8.3
16.6
25
4.2
8.3
33.3
54.1
9
13.6
40.9
36.3
0
17.3
31
51.7
High-difﬁculty reconstruction of skin grafts Never
Assisting
Supervised
Alone
50
50
0
0
50
33.3
16.6
0
16.6
33.3
50
0
13.6
36.3
50
0
0
37.9
41.4
20.7
Traumatologic surgery Never
Assisting
Supervised
Alone
50
25
25
0
25
50
16.6
8.3
8.3
37.5
41.6
12.5
22.7
27.3
40.9
9
10.3
27.6
41.4
20.7
Cervical
Panendoscopy Never
Assisting
Supervised
Alone
0
0
100
0
8.3
8.3
58.3
25
0
0
29.1
70.8
0
4.5
22.7
72.7
0
0
24.1
75.9
Tracheotomy Never
Assisting
Supervised
Alone
0
25
50
25
16.6
8.3
41.6
33.3
0
0
33.3
66.6
0
4.5
18.2
77.3
0
0
13.8
86.2
Neck dissection Never
Assisting
Supervised
Alone
0
75
25
0
16.6
33.3
41.6
8.3
4.2
0
70.8
25
0
9
54.6
36.3
0
0
41.4
58.6
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Table  1 (Continued)
Year of training 1st 2nd 3rd 4th 5th
Excision of second branchial cleft cyst Never
Assisting
Supervised
Alone
50
50
0
0
50
25
8.3
16.6
12.5
12.5
45.8
29.1
9
13.6
54.5
22.7
3.4
3.4
58.6
34.5
Submandibulectomy Never
Assisting
Supervised
Alone
50
50
0
0
33.3
41.6
25
0
4.2
25
45.8
25
9
27.3
40.9
22.7
3.4
6.9
62
27.6
Exo-facial parotidectomy Never
Assisting
Supervised
Alone
25
75
0
0
33.3
50
16.6
0
4.2
45.8
37.5
12.5
9
31.8
45.4
13.6
0
10.3
65.5
24.1
Tumor resection without ﬂap Never
Assisting
Supervised
Alone
25
75
0
0
33.3
50
16.6
0
0
50
41.6
8.3
4.5
27.3
45.4
22.7
0
13.8
51.7
34.5
Locoregional or free ﬂap Never
Assisting
Supervised
Alone
25
75
0
0
33.3
58.3
8.3
0
16.6
45.8
37.5
0
18.2
40.9
36.3
4.5
0
48.3
41.4
10.3
Thyroidectomy Never
Assisting
Supervised
0
100
0
0
16.6
33.3
41.6
0
8.3
58.3
0
0
59
0
6.9
44.8
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Never”: never involved; “Assisting”: the trainee assists the trainer during the proc
hile  he/she performs the procedure/management; “Alone”: the trainee performs 
f teaching skills (94%), time given to explanation (86%), help with
ifﬁculties encountered at work (85%) and teaching quality (76%).
The present ﬁndings of an 11-hour working day, two-thirds of
hich was spent in direct contact with patients, are comparable to
adol et al.’s study [14] of American ORL residents, who reported
 working week of 61 hours.
Respondents were critical with regard to quality of life, due to
ong working hours, the impossibility of part-time work (which 65%
hought would improve the balance between private and working
ife), failure to enforce the rest day after night and weekend duty,
nd a mismatch between pay and hours worked.
There were geographical differences, notably in regard to
heoretical teaching (detailed in the free comments). It was  also
hought useful to have national guidelines for practical training in
epartments, based on the European UEMS Training Log-Book of
RL-HNS [18].
Surgical training in ORL is founded on the principle of compan-
onship, surgical practice and step-by-step delegation of surgery,
ith a largely fair system for distributing surgery time between
esidents. Companionship, however, involves considerable inter-
ndividual variation and limitations [19–21] due to increased costs
nd operative time and health-system restrictions. With progress
n surgical techniques and technology, training by virtual practice
n simulation centers is increasingly being developed, especially
n the English-speaking world [22,23]. Simulation allows train-
ng in a safe environment, to improve patient treatment, and has
een validated internationally in terms of acquisition of surgical
ompetency [24,25] and of intellectual stimulation [26]. In ORL,
irtual surgery could add value to training based on companion-
hip and anatomic dissection, thereby harmonizing training across
rance. This, moreover, was a recurrent demand voiced in free
omments.
The same study was run in parallel in Germany, and a compara-
ive study [27] (125 German and 120 French questionnaires) found
etter quality of teaching of residents by their superiors and bet-
er overall satisfaction with training in France, while in Germany
esidents reported better working conditions in terms of working
ours, pay and the availability of part-time work.
The present study involved certain limitations. It was purely
escriptive. The questionnaire collected subjective responses and
ssessed only the respondent’s current department, rather than8.3 33.3 36.3 48.3
management; “Supervised”: the trainee requires supervision/assistance by trainer
ocedure/management independently/alone (trainer available).
the full 5 years of training. Moreover, some 20% of respondents
were fellows, who, after their change in status, may have changed
their view of residency. Finally, the response rate and variations
in means of collection (congress, mail, e-mail) may have induced
response bias.
Even so, this prospective study, with a short inclusion period
of 1 year, provides a snapshot of ORL training at the present time
and of the satisfaction of young ORL physicians, either in or having
recently ﬁnished training.
5. Conclusion
To the best of our knowledge, this is the ﬁrst study assessing ORL
training, both theoretical and practical, in France, and residents’
relations with superiors, quality of life and of work and satisfaction
with training.
Satisfaction was high overall, in terms of atmosphere at work
and supervision of surgical training. There is still room for improve-
ment in quality of life.
Lines for further research include extending the study to other
European countries than simply Germany, to allow further com-
parison.
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Appendix A. Supplementary data
Supplementary data associated with this article can be
found, in the online version, at http://dx.doi.org/10.1016/j.anorl.
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